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Utah Rule Provides First Year of Patient Safety Data

(Salt LakeCity, UT) - Afirst-year summary of Utah’spatient safety initiative wasrel eased today by the
Utah Department of Health (UDOH), Utah Hospitalsand Hed th SystemsAssociation (UHA), and
Healthinsight. The UDOH’ s patient safety rulesthat took effect October 1, 2001, require hospitalsand
outpatient surgical centersto report adverse medical and drug eventsand to have programstoimprove

patient safety.

Utahisone of 20 statesthat require medical error reporting. “We seethese rulesas an important tool that
allowsUtah hospitalsto shareinformationin order to better identify problemsand create solutions,” said
Rick Kinnerdey, President, UHA.

“Medica errorshappeninal healthcare settingsand also at home,” says Scott Williams, M.D., UDOH
Deputy Director. “ Medicineiscomplex and systemsaren’t dwaysdesigned to minimizeerrors. But we
now haveastructured way to identify them, evaluatethem, and try to learn from each eventin order to
prevent asmany aswecan.”

Thethree organizationsexpect that with better awareness, recognition, documentation, and tracking, the
ratesof adverseeventswill initialy increasefor thefirst few years asdatacontinuesto be collected. “This
doesn’t mean that theincidence of errorswill actually be going up—it meansthat they are now being
reported and we have asystem for improvement,” saysWilliams. By reporting these eventswe can begin
toidentify waysto diminate errorsand further improveddlivery of care.” Aggregate dataandyzed at astate
level helpsidentify trendsthat can benefit al facilities.

Anadverseevent or amedical error isdefined asan injury resulting from amedical intervention—either an
act of care or the omission of necessary care—rather than from the patients' underlying disease process.
Therearetwo kindsof adverseeventsthat are currently reported under the Utah rules; adverse drug events
(ADEsS) and sentind events.
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Adverse Drug Events(ADE)

Definition: Not all ADEsresult from errorsnor areal preventable. Reportable ADEsincludedlergic reac-
tions, adverse effects of drugs (such asnausealvomiting or fever), drug-drug interactions, and errors of
medication dose, type, route, or timing. A patient may have an ADE that |eadsto ahospital admission or
may experience an ADE during the course of patient careinthehospital or surgical center. Asrequiredin
therule, al hospitalsmust have A DE reduction programsand thesewill be audited every threeyears.

Results Reported to UDOH: Ina12 month reporting period, 3.2 percent of nearly 240,000 inpatients
experienced ADEsasreported by 41 acute care hospitalsin Utah. “1n the absence of anational reference,
wewill continueto track thisnumber from year to year to see how it fluctuates asreporting improvesand as
ADE reduction programsarefully implemented,” explainsWilliams. The datashowed that theincidence of
ADEsincreased with the patient’sage and length of stay inthe healthcarefacility. Analysisof datasubmitted
by outpatient surgical centersisunderway, but isnot yet available. “ Thisdischarge dataisbeinginterpreted
with caution, sincethe datadoes not separate eventsthat occur before patients are admitted from those that
happen inthe hospital after admission,” saysWilliams. He a so noted the discharge datadoes not indicate
the degree of harm to the patient, and does not always separate medical errorsleadingtoADEsfrom
unanticipated patient reactionsfollowing the appropriate use of medications.

Anticoagulants (blood thinners) are one of the drug types morefrequently associated withADES. These
typesof drugsareof interest to researchersand practitionersbecausethey are administered in both inpatient
and outpatient settings. Utah hospitalsidentified 415 adverse effectsfrom thisclassof drugs.

Sentinel Events

Definition: A reportable sentinel event includes surgery onthewrong patient or thewrong body part, suicide
of apatient, alleged assaults, or mgjor lossof physical or mental function or death that isdirectly related to
medical care provided to apatient and isnot an expected outcome of the patient’sunderlying condition.
UDOH’ snew reporting rulerequirescommunity hospitals; specialty hospitals, such asorthopedic and
psychiatric hospitals; and ambulatory surgical centerstoreport all sentinel eventsby telephoneand by
written form. Following each sentinel event, facilitiesarerequired to conduct an interna “root cause analy-
ss’ tolearn why the event occurred. An action plan isthen submitted to UDOH outlining waysthat the
hospital or surgical center plansto prevent similar errorsin thefuture through interventionssuch as staff
education, closer staff supervision, process changes and better tracking procedures.
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Results Reported to UDOH: Among nearly 450,000 i npatient hospital and outpatient surgical center
discharges, 34 sentinel eventswere reported by 76 facilities during the one-year reporting period sincethe
ruletook effect. The 34 sentind events (18 Mae/16 Female) include 18 deaths, 10 individuaslosing mental
or physicd function, fivewrong-site or wrong-patient surgeries, and one patient suicide not related to clinical
service. Themedical/surgical unitswere the most common location of eventsin hospitalswith 13 occurring
there. Next weretheintensive care unit and operating room with seven each, and theremaining seven cases
occurred in other facility settings. At thistimethereisno national standard of reporting to providearefer-
enceasto how these 34 sentinel cases compareto therest of theU.S. Previousresearch, however, sug-
geststhat Utah'srate of serioussentinel eventsmay belower than other areasof the country. In other public
hedlth surveillance programsin Utah, such asinfluenzacase monitoring, the number of identified cases often
increaseinitialy astracking systemsimprove.

Utah’snew patient safety reporting system now providesan opportunity for providerstowork
collaboratively and find sol utionsto these complex issues. In an effort to refinethereporting system, UHA
hasformed two " user groups’ consisting of hospital, public hedth, and quality improvement representatives—
onefor sentinel events, and onefor adversedrug events. TheADE group isdevel oping astandard tool for
hospitalstoimprove detection of ADES, and the sentinel event group isworking toimproveroot cause
analysisprocesses acrossthe state.

“Utah’shospitalswork very hard to provide qudity patient careintheir communities,” commented
Kinnerdey. “ Thevast mgority of patientstreated in our hospitalshave successful outcomesand anim-
proved qudity of life. Asin any large complicated system, however, errorsdo occur occasionally, and
Utah’shospitalsare committed to making their facilitiesas safeaspossible.”

Because of itsimportance, the administration of the patient safety program at the UDOH has been absorbed
into the UDOH’sDivision of Health Systems I mprovement and the Office of Health Care Statisticswithout
additiona statefunding. Utah waslater awarded athree-year (2001-2004) demonstration project grant by
thefederal Agency for Healthcare Research and Quality. Thefunding will help Utah study the use of existing
hospital dischargedatain tracking and reducing medical adverseeventsin hospitas.

Heeding the Institute of M edicine’ srecommendations (1999) of anationwide mandatory reporting system,
the grant makes use of diagnosis codesin the discharge dataa ready reported by hospitals. Thisavoids
imposing additional reporting burdens on hospitalsand al so makes use of awell-standardized and widely
used system. Researchers, funded by the grant, are examining thevaueand limitations of thishospital
discharge data. UDOH hopesto generate specific recommendationsthat canimprovethe data' s useful ness.
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National research hasa so established theimportant role patientsand families play aspartnersin helping the
medical care systemidentify and prevent errors. Patients should ask questionswhen treatment seems
different than they expected and family memberscan help patientsto take theright medicationsat theright
time, and better enabletheir loved onestofollow physician advice, especialy after returning home.



